Exec utive Summa ry
Community Health Planning and Services (CHPS) is a dual cadre Community Health Worker (CHW) service delivery model improving basic health care access for rural communities in Ghana. CHPS utilizes two cadres of workers, mid-level providers called Community Health Officers (CHOs) operating from Community Health Compounds (CHCs), which are small service delivery posts, and Community Health Volunteers (CHVs), who support CHOs with community mobilization activities.
This study conducted a diagnostic appraisal of delivering family planning (FP) services using the CHPS model, and recommends interventions and strategies for addressing identified gaps, strengthening the model, and thereby increasing FP service access. The study employed a desk review; 28 in-depth interviews (IDIs) with key stakeholders, at national, regional, district, and community levels; and 10 focus group discussions (FGDs) with, on average, eight participants each, with CHOs, women aged 15-49, and men in partnered relationships.
CHPS seeks to improve access to basic health services, but its implementation is perceived to be complex, and three recent CHPS developments have implications for service delivery:
• Reduction of the minimum CHPS zone population from 5,000 to 1,500; • A CHPS milestones review, which enables CHOs to commute from sub-districts for community outreach services; and • The tendency of CHOs to conduct static clinics at CHCs, instead of routine community outreach.
These developments present both opportunity, for reaching more FP clients, and a challenge, if adequate logistics are not mobilized for effective outreach service delivery.
S e r v i c e s
CHOs provide a range of services including antenatal (ANC) and postnatal (PNC) care, emergency delivery (if infant is crowning during initial CHO contact), immunization, nutrition education, treatment and counseling for home disease management, and FP (pills, injectables, condoms). While CHOs are expected to conduct at least 10 home visits each day, for preventive health education, the study found they conduct, on average, one home visit per week. CHVs conduct disease surveillance, identify cases, and refer to CHOs; they also assist CHOs in service delivery and home visits. CHVs provide condoms and FP information, referring clients to CHOs for other FP services. CHV activities are reported in CHOs' monthly reports.
T r a i n i n g a n d s u p e r v i s i o n CHOs complete standardized pre-service training of two years, along with structured, 14 module, twoweek in-service training, that include home visits, CHV support, FP, ANC, PNC, infant care, and nutrition education. CHOs are trained in groups of 20 to 30, utilizing adult learning approaches such as group discussions, demonstrations, and field visits.
CHVs are trained for five days, by a standard training manual. CHV training is practical and interspersed with lectures, group work, and demonstrations.
CHO and CHV refresher training and supervision is irregular, due primarily to lack of allocated funds. Attrition of CHOs generally occurs within three years, with replacement carefully managed. CHV attrition is low, but difficult to countermand, because not many people are willing to work without pay.
Subdistrict heads are primary CHO supervisors but, generally, cannot fulfill this role properly due to inadequate resources. CHOs determine CHVs' work, supervising a minimum of two CHVs per CHPS zone. S u p p l i e s , M a t e r i a l s a n d E q u i p m e n t Ghana Health Service (GHS) standardized a set of supplies and equipment for every CHPS compound, and each CHO is supplied with a motorbike and trained to operate it. The extent to which these supplies and equipment are available, replaced, and maintained depends on District Director initiative.
Generally, CHVs are provided with a kit of condoms, ORS, pain relievers, a home visiting bag, and a bicycle to facilitate service delivery. Supply management is challenging, as requisitions take a long time, although an innovative system using SMS alerts to prevent, or limit, stock outs is under testing.
S e l e c t i o n a n d R e t e n t i o n o f C H O s a n d V o l u n t e e r s CHOs are full-time, professional GHS staff trained as nurses who are posted, from the national level, to districts after standard pre-service training and orientation from accredited health institutions. After orientation, priority is given to CHOs expressing interest in CHPS zone posting.
Pursuing a midwifery career a year before their facility-based nurse colleagues provides motivation for CHOs. CHOs are also motivated by incentives such as household items (e.g. kitchen ware, furniture, television, radios). When no nurse shows interest in becoming a CHO for a district, district health authorities may post a CHO to that district at their discretion. CHOs do not receive additional pay or allowances.
Primary CHV selection criteria are commitment to community work, trustworthiness, and community residence. Ninety (90) percent of CHVs are men, on call 24 hours a day, every day.
C o m m u n i t y I n v o l v e m e n t Community involvement enhances the CHO-CHV working relationship. Communities develop and manage a local (under a subdistrict) health governance system through a health committee overseeing and supporting the network of CHVs. Health committees maintain CHCs, organize durbars (community meetings) for health education activities, mobilize emergency service transportation, and mediate conflicts between CHVs, or the CHO, and community. Health committees monitor and supervise CHVs and support CHOs with regular monthly meetings, involving both, that address health-related issues.
The study revealed, however, that these coordination structures are weak, and health committees and community members are increasingly less involved in mobilizing and supporting CHPS activities. This study concludes that recent CHPS developments have adversely affected primary health service delivery, including FP. Increased CHO workloads at CHCs and concomitant reductions in outreach services and home visits have weakened the CHO-CHV working relationship, leaving both cadres working in isolation.
This situation signals the need for revitalizing the CHO-CHV dual cadre model, with modifications informed by these recent developments. In every CHC, a minimum of two CHOs should alternate in providing CHC-based, static clinic services and daily outreach.
This proposed modification should significantly improve interaction between CHOs and CHVs, creating opportunity for expanding CHV capacity to provide community-based FP services (pills and injectables).
I nt r od ucti on
This report is a product of the USAID-funded Increasing access to Family Planning and Reproductive Health (RH) services through task-sharing between Community Health Workers (CHWs) and Community mid-level professionals in large-scale public-sector programs project, the results of which can be used for designing interventions, technical assistance (TA), and operations research (OR) in Ghana. This study examined FP activities in a dual cadre CHW program in Ghana, Community-based Health Planning and Services (CHPS). CHPS employs two cadres of workers, mid-level professional providers (CHOs) operating from small service delivery posts, and community health volunteers (CHVs), who support CHOs with community mobilization activities. In most developing countries, contraceptive use and reproductive health (RH) status in rural areas lags far behind urban populations. In Ghana, for instance, urban-rural fertility differences range from two to three children (DHS 2008) . Fertility and FP differences are even larger among poor and more affluent rural residents. The poorest rural wealth quintiles in Ghana have modern contraceptive levels ranging from less than five percent to about 15 percent of eligible women, while modern contraceptive use among the wealthiest rural quintiles ranges from about 20 to 50 percent (Futures Group 2010). Higher fertility and lower contraceptive use translates to more unwanted pregnancies and higher infant and maternal mortality among the rural poor (Rutstein 2005).
Hospitals and health centers alone cannot serve the RH needs of rural communities, which comprise 65 to 85 percent of the population in Sub-Saharan Africa's poorest countries, where even the largest countries suffer critical shortages of physicians, nurses, and midwives, typically with fewer than two health professionals per 1,000 population, and these professionals are overwhelmingly in urban areas (Mohr 2006) .
Community-based programs providing FP services and information began to appear in rural areas to complement facility-based services in the 1950s and included community-based distribution (CBD) of FP, as well as CHWs. Contraceptive CBD first appeared in India and other Asian countries in the late 1950s, and spread by the late 1960s to Africa and Latin America (Foreit and Frejka 1998) . These programs used either non-professional health workers, such as auxiliary nurses, or non-health workers, such as community volunteers, to provide FP information and a limited range of contraceptives. In addition, CHWs provided a wide variety of maternal and child health and other types of preventive and primary care services.
Ghana's large-scale Community-based Health Planning and Services (CHPS) is a well-known CHW program. From 1998 to 2008, in some CHPS program areas under-five mortality declined from 108 per 1,000 live births to 80, and total fertility rate (TFR) declined from 4.6 children per woman to 4.0 (CHPS Project 2010; Nyonator, Awoonor-Williams, Phillips, Jones and Miller 2005; Phillips, Bawah and Binka 2006).
Ghana's CHPS program was originally based on the Community Health and Family Planning (CHFP) project, launched in northern Ghana by the Navrongo Health Research Centre for determining what works, and what does not, when health services are removed from clinic settings and converted to community-based programs. Transforming clinic-based operations to community-based programs involved multiple steps, over time. Under CHPS, District Health Management Teams (DHMTs) are encouraged to define implementation zones for the initiative, recognizing that not all CHFP elements can be instituted at once and that resources for sustaining the process are typically available for only a few work zones each year. CHPS, thus, begins with a planning process identifying locations in districts where health care access is low, and then maps work areas for nurse relocations, and corresponding catchment areas for CHC construction, within those identified areas. Once 'zones' are clarified, DHMTs then introduce the program to chiefs, elders, leaders, and community members in community meetings known as durbars, through a coordinated program consistent with local resources, staff, and geography. CHOs are retrained to work as community resident paramedics, including nurses not designated for community posting. In cases where transportation is both needed and not easily available, each nurse is supplied with a motorbike and trained to operate it.
Community diplomacy is directed towards fostering CHC construction, by utilizing volunteer labor and community resources. Once constructed, CHCs serve as both nurses' homes and places for delivering primary care. Each community is required to constitute a health committee, and CHVs are recruited, trained, and equipped for basic health care and referral. Altogether, these components comprise the set of activities or steps in instituting the CHPS system in each location.
CHVs conduct disease surveillance and identify cases, as well as providing condoms and FP information, and refer clients to CHOs for disease treatment and other FP services. Although CHVs' roles in health delivery are varied, they are usually categorized by two roles: home visits and assisting CHOs (Population Council, MoH/GHS 2009).
Almost all DHMTs in Ghana are involved in CHPS implementation. Donors and development partners also contribute in various ways: Private, voluntary agencies such as Population Council, EngenderHealth, JHPIEGO, JHU/CCP, IntraHealth, USAID, and Japanese International Cooperation Agency (JICA) all sustain activities and programs contributing to CHPS. Available statistics from "advanced" (with successful implementation for several years) CHPS zones show great improvements in child and maternal mortality, but with little impact on unmet FP need and contraceptive prevalence rates, however, which is a challenge in implementing the original CHPS model. The 2008 Ghana Demographic and Health Survey (GDHS) showed that modern contraceptive use has declined nationwide, from 19 percent in 2003 to 17 percent in 2008, a situation demanding urgent FP repositioning and reinvigoration in Ghana.
Anecdotal data shows CHOs tend to perform fewer home visits; they are shifting attention to static service provision; and as a result, CHOs are no longer connected to CHVs, whose work seems fragmented. There is also evidence of multiple CHOs assigned to one health facility, where outreach and static post duties are either shared or rotated. In addition, CHVs working with CHOs also tend to work with other donor-funded projects.
There is a keen interest in learning about the dynamics of the interaction, integration, and collaboration between the formal health care system and community-based structures, and in particular, how to stimulate their collaboration. There is also interest in examining what works in CHPS model implementation, what are its implementation barriers, and what can be learned, for improving RH/FP services.
This case study examines, specifically, the relationship between the CHO and CHV, the problem of fewer CHO home visits, and the advantages and disadvantages of multiple and single CHOs per zone. CHPS strengths and weaknesses are diagnostically appraised, especially for FP service provision under CHPS, including supervision and leadership.
S t u d y O b j e c t i v e s
Objective 1: Conduct a diagnostic appraisal of delivering FP services using the CHPS model;
Objective 2: Recommend interventions and strategies for addressing identified gaps, strengthening the model, and increasing FP uptake.
M et hod s
This study is a qualitative and multi-level assessment of the CHPS approach for providing FP services. Two districts, a district (Komenda-Edina-Eguafo-Abirem) that performs well, and a poorly performing district (Bibiani-Ahwianso-Bekwai), were purposively selected from two USAID-supported regions, Central and Western, respectively. Methods employed in this case study are discussed in this section. Twenty-eight (28) interviews were conducted with health sector personnel and stakeholders at national, regional, district, and community levels involved in implementing FP services through community-based approaches. GHS's Director General, Director of the Policy Planning Monitoring and Evaluation Division, Regional and District Directors of Health Services, Regional and District CHPS Coordinators, District Chief Executives and District Coordinating Directors, CHOs and CHVs, and community opinion leaders, were among key personnel interviewed. Ten (10) FGDs with eight participants each, on average, were conducted with women 15 to 49 years old, and men with spouses or partners, from four communities in the two purposively selected study districts; with the discussions in communities where participants live. Female participants were selected if they had ever used FP services from CHOs. Four FGDs were also conducted with CHOs from the four selected CHPS zones. One FGD interview team, comprising a supervisor, moderator, and note-taking official, completed the process in eight days, with voice recorders during discussions. The FGD with CHOs was at a central location in the district office, with participants were selected from all district CHPS zones.
C a s e S t u d y O r g a n i z a t i o n Population Council and GHS jointly coordinated the study, employing four teams: one for the FGD, and the remaining three for KIIs. Each team was comprised of one supervisor and two interviewers. The Principal Investigator (PI) provided backstopping support during field activities.
S t u d y T e a m S e l e c t i o n a n d T r a i n i n g Nine interviewers and four supervisors were selected based on competence and local language reading and translation fluency. Training programs were organized in Accra by Population Council, in collaboration with GHS and Nathaniel Yellu, a consultant from the School of Public Health, University of Ghana. All staff were trained for five days, including a field pre-test. The study took between 11 and 15 days, including travel days, to complete interviews and FGDs.
S t u d y S i t e s
Field work took place between June and August 2011 in two districts selected from two USAID-focus regions: Bibiani-Ahwianso-Bekwai (BAB) district (Western region), where CHPS implementation is slow, and Komenda-Edina-Eguafo-Abirem district (Central region), where CHPS has been successfully implemented.
Ethical clearance was obtained from GHS's Ethical Review Committee. The purpose of the interviews was explained beforehand to each respondent, in a language they understood, and signed consent was sought before asking any questions. No incentive was offered, and respondents were informed that participation was completely voluntary. Recorders and data were treated as confidential and stored in a locked cabinet at Population Council's office in Accra, after transcription. This report is organized by six thematic areas: Service delivery system organization; services provided; training and supervision; supplies, materials, and equipment; worker selection and retention; and community involvement.
S t u d y L i m i t a t i o n s
A nationally representative sample was not used, because of resource constraints, but instead a purposive sample was employed. Not all policymakers and stakeholders identified as potential respondents were interviewed.
Fi n d i ng s O r g a n i z a t i o n CHPS was conceived as a community-based health care system organized on the dual cadre model, with the CHO fulfilling the mid-level technical position, trained in health promotion and clinical services, and the CHV as the lower cadre, facilitating community relations and diplomacy, creating a good environment for CHO activities. CHPS's organizational structure is depicted in Figure 1 . These service providers form the cluster of CHPS providers. A CHPS zone is functional, therefore, when all key members of the service cluster are identified, trained, re-oriented, assigned, and provided with basic provisions for an agreed spectrum of services, activities, and information for a particular zone.
The significance of CHPS as a pro-poor strategy improving access to health is acknowledged by stakeholders at all levels. For instance, GHS's Director General said:
"CHPS as a strategy cannot be questioned in any bad way; you can only make it work better."
A GHS district director explained:
"CHPS is crucial to health service delivery because it has given access to rural people who can go to the CHPS compound easily to obtain service." In spite of these assertions, no administrator works full-time on CHPS, from the national, to regional, district, and subdistrict levels. The district public health nurse or district disease control officer, who, by default, doubles as the district CHPS coordinator, dedicates 30 to 40 percent of her time to CHPS. This lack of dedicated staff creates the impression of a lack of commitment and support for CHPS.
Under CHPS, CHOs and CHVs were meant to complement and support each other. CHOs are sent to communities for three main functions: as a Reconnaissance Agent who understands community needs and communicates them to subdistricts, enabling DHMT planning for more effective and relevant service delivery intervention; as a TA Provider for better home management of common ailments, through health education activities; and as a Change Agent facilitating adoption of better health-seeking behaviors. (What Works? What Fails? 2:13). CHVs' skills in community diplomacy create good environments for CHO operations.
In a typical dual cadre program, mid-level workers usually cover a population between 4,000 and 5,000 people (Prasad and Muraleedharan 2008) , while lower level workers base their operations in single villages and are supervised by higher level workers. The CHPS operational plan recommends identifying areas with low service coverage and "zoning" those district areas into CHPS zones. DHMTs are then encouraged to launch the program in steps, starting with hardest-to-reach locations, and phasing in operations, wherein components are implemented according to staff capacity, resource availability, and community readiness. In each zone where CHPS is implemented, 20 implementation activities are embedded in 15 steps, which result in six CHPS Implementation Milestones: planning, community entry, community health compound (CHC), community health officer (CHO), essential equipment, and health volunteer (CHV).
Policymakers, however, view the completion of 20 activities, 15 steps, and six milestones for a CHPS zone as unnecessarily complex, and claim existing infrastructure is inadequate and that CHC provision can be too expensive. A Deputy Director at GHS's Family Health Division views this arrangement as cumbersome:
"CHPS is a great idea; we just have to be able to implement it properly, in a more simplified manner than making it very complex and academic …"
A district director says:
"Hiring a premise for a CHPS compound is expensive, and there is not money … Indeed, the limiting factor now is not the absence of a nurse but difficulty is getting the requisite structures."
To address this, GHS has reviewed CHPS implementation procedures, which state CHCs are not sine qua non for CHPS implementation and that CHOs may reside at subdistrict levels and travel to communities. This creates another problem: Lack of equipment for mobility may deprive CHOs opportunity for keeping in regular touch with communities and conducting home visits, if operating from subdistricts. In addition, the feasibility of 24 hour-a-day care, seven days a week, has been compromised by this policy change. More importantly, this new policy arrangement effectively shifts responsibility for original CHO tasks to CHVs, as they are more likely available when emergencies arise in communities.
The policy shift also calls for re-demarcating CHPS zones to populations of 1,500, corresponding to an electoral area, implying huge CHPS expansion requiring large human resources and logistics. Although this strategy seemingly decentralizes CHPS further, at least on paper, relations between CHOs and CHVs, as a dual cadre model, may not benefit clients in communities, as long as CHOs are not residents.
CHO-collected data include ANC attendance, emergency deliveries, TBA records, immunizations, malaria cases treated, LLINs distributed, minor ailments treated, expectant pregnancies, home visits, but also, increasingly, OPD attendance focus. The absence of data capture tools such as computers and PDAs affects CHOs' ability to effectively undertake such data collection; computerized data collection and entry ends at districts, as subdistrict facilities do not have computers, let alone CHPS. CHO data are sent to the region via the subdistrict and district, and are eventually fed back into programs and activities at district, subdistrict, and CHPS zone levels.
As CHOs increasingly operate from subdistrict headquarters, types of data collected will increasingly be for facility-based curative care. Outreach data is expected from CHVs, who currently do not have enough skills to collect them, which calls for increasing CHV technical knowledge and skills. "Health volunteers help mobilizes the people, they also carry information from the community to us, especially when they come across a sick person, they inform us." [CHO, Ashiam] CHVs say working with CHOs has contributed positively to improving their lives:
"Working with the CHOs has helped me in so many ways, including my personal health care; I have learnt a lot of things from them." [CHV, Ashiam] Despite the cordial working relationship between CHOs and CHVs, key relationship elements necessary for improving and sustaining community-based care are missing, which leads to a feeling among CHVs that their services are not only pro bono, but also thankless. This feeling among CHVs affects their commitment, with their efforts focused elsewhere, for livelihood, conducting CHPS activities at convenient times only. Consequently, CHVs are not always available, especially when services are most needed. This is the biggest challenge to the CHO-CHV arrangement:
"We have two volunteers here who are both farmers. They go to their farms very early sometimes; when we need them for programs, they are on their farms working." [CHO, Ashiam] CHOs and CHVs may be cordial, but the two cadres seem to be drifting apart, which can seriously compromise CHPS. The situation is not helped by the number of other new auxiliary health staff, such as Health Aides and Health Assistants, encroaching on CHO duties and superseding CHVs' roles. Due to political influence, and even interference, in selecting and training this new cadre of health staff, the health system cannot develop a feasible mechanism for optimizing their services. Increasingly, CHVs expect CHOs to motivate them, indicating limited community involvement and participation.
"The only problem is that the work is voluntary, and sometimes they expect us to give them something small, even though they understand that it's voluntary." [CHO, Atronsu] S e r v i c e s Services provided by mid-level staff in community-based programs using dual cadre models range from on-site situational health care, treating and counseling for disease home management, ANC and PNC, emergency delivery, immunization, nutrition, educating for oral rehydration therapy, treating minor ailments, and FP counseling and services. FP services primarily comprise short-term methods including condoms, pills, and injectables; by policy CHOs do not provide long-acting and permanent methods such as implants. In other settings, such as Uganda, Ethiopia, and, in more recent times, Togo, CHVs and other local cadres provide a wider range of FP services, including injectables. Ghana has yet to adopt this model.
CHPS Operational Policy requires that CHOs provide these services by focusing on outreach, house-tohouse services, and establishing community decision systems, using the community register for tracing defaulters and special conditions, such as pregnant women. CHOs also organize community child welfare (well child) sessions and school health education. Although CHOs were to be trained and equipped for basic treatment for minor ailments, this was never to be their main occupation: CHOs were expected to visit at least 10 homes every day for preventive health education, returning later in the afternoon to attend to clients' health needs. Now CHOs are required to complete only four home visits a month.
In assisting CHOs' service delivery, CHVs conduct home visits, organize CHO outreach by mobilizing community members for durbars, arrange outreach, weigh children, and plot health charts during outreach. Some volunteers also run errands for CHOs and, in some circumstances, take CHOs for home visits on their motorbikes.
A new structure has emerged: CHOs are running static clinics, without outreach services as originally envisioned by CHPS. CHOs complete fewer and fewer home visits and more and more facility-based, curative care. This new structure has altered CHO operations, and by default, CHOs' FP role and delivery of other convenient, home care is inevitably shifting to CHVs, although CHVs are ill equipped to provide them.
The title "Community Health Officer" was deliberately chosen for community health nurses designated for CHPS, to avoid a possible misconstruing of their roles, but this has not been successful. As stated in What Works? What Fails? April 2002, one of those responsible for CHPS's design recalls:
"We were conscious of the fact that once the tag 'nurse' is put on the community health service provider; it would raise expectations of clinical services." [Dr. Alex Nazzar]
Interviews for this study, however, reveal that CHCs have become static clinics: CHOs spend little or no time visiting homes, resulting primarily from increased client load at CHCs. This situation not only overburdens the dual cadre model but also dilutes, or even defeats, its purpose. When asked about the number of times she conducts home visits in a week, a CHO from BAB district responded:
"To be very honest, I do home visits only once in a week …" "In theory, CHOs are doing home visits, but in practice they are not. My observation is that they are running mini health centers." [Regional director, GHS]
Community expectations for CHO provision of curative care are also high. An FGD participant aired his frustration: "The CHOs don't deliver women here, and we always have to take the person elsewhere, which is far." [Female participant, Atronsu CHPS zone]
Health administrators are inclined to favor static services, because they increase internally generated funds, due to National Health Insurance Scheme (NHIS) returns, paid only at facilities. During the FGD, Bibiani district CHO revealed:
"Attendance is low at the CHC, and this affects the national health insurance scheme, and the District health administration complains about low revenue generation."
CHPS contribution to FP uptake is uncertain. A regional CHPS coordinator said:
"CHPS has influenced the uptake of family planning because access … has improved. People can now have access at any time they want. Noticeably, unwanted pregnancies and abortion cases have reduced."
A District Director in the same region shares a different opinion:
"The CHOs are not doing very well in family planning. They have not stepped up their family planning campaign. Family planning commodities frequently run out."
T r a i n i n g a n d S u p e r v i s i o n CHO training consists of both pre-service and in-service training. Community health nurses (CHNs), field technicians (FTs), or disease control officers (DCOs) comprise the three cadres most frequently selected for CHO service, with CHPS orientation following a standardized, two-year pre-service training at a health training institution. CHVs do not need prior academic training; and some may even be illiterate. The district trains CHVs, whereas CHO training is shared by district and regional offices.
CHOs are initially trained, in 14 modules, for two weeks at the regional level before CHPS posting: Managing common ailments and emergencies in homes and the community Participatory methods and adult learning approaches such as group discussions, demonstrations, and field visits are employed in CHO training. CHOs are trained in groups of 20 to 30 at a time, with materials including flow charts, demonstration models, and FP commodities.
Initial trainings are complemented with quarterly refresher trainings, but these refreshers frequently lag due to lack of funds. CHO attrition is minimal within three years, and replacements are usually assured before CHOs are released from their posts.
Prior to 2009, CHV training was unstructured and normally took three to five days. In the newly developed Community Health Volunteer 's Training Manual (2009) , however, CHV training comprises five days and covers four modules (Community-the CHPS concept, community mobilization and tools, the work of the community health committee, and the work of CHVs). Training is practical and interspersed with lectures, group work, and demonstrations. CHV attrition is low, but when it occurs it is difficult to countermand, because not many people are willing to work for free.
A District CHPS Coordinator said:
"Volunteers are never changed unless they leave …"
A district director of health services indicated:
"Managing the turnover rate of volunteers is challenging particularly because the communities select the volunteers, but some motivation will also help reduce volunteer turnover."
Monitoring and supervisory visits at CHPS compounds evaluate training impact: Developing supervisory systems that avoid the mechanical and demoralizing supervisory approach of checking on subordinates, policing work, and correcting mistakes, has been advocated, but CHPS policy requires subdistrict heads to monitor and supervise CHOs with regular visits. All CHOs are assigned to, and are visited by, a supervisor periodically appraising their technical skills, noting welfare concerns, and logging CHC and motorcycle conditions. Subdistrict heads are to offer CHOs assistance by organizing meetings with community leaders to discuss problems, arranging equipment repair or replacement, advising on health care service activities and needs, and linking CHOs with peers for exchanges and collaborative support (What Works? What Fails? 1:4) . Most CHPS zones are far from the district capital, and many are hard to reach. Supervisory visits demonstrate concern and support for peripheral staff, but, the study discovered, most CHOs in remote areas receive little or no supportive supervision. CHOs often feel neglected and abandoned.
A CHO, during a FGD, said:
"We feel disappointed that no one visits us. It's like having a baby and not caring for the baby."
The Director of GHS's Institutional Care Division (ICD) bemoaned the situation:
"Supervision is also a problem. Where it is weak, the CHOs are not happy, because they need to make reports and assess their working conditions as well in the communities."
CHOs are responsible for determining CHVs' day-to-day activities, as well as supervising and monitoring a minimum of two CHVs per CHPS zone. CHOs do not regularly supervise and monitor CHVs, however; most CHOs do not even have supervisory plans and checklists.
A male CHV from the Abeyee CHPS zone said:
"No one comes here for supervision; we need an effective health supervisory board. The community health committee is not functional …" S u p p l i e s , M a t e r i a l s , a n d E q u i p m e n t CHPS supplies, materials, and equipment are standardized; GHS provides a comprehensive list of items, ideally, every CHC/CHO should have (Appendix 1). The extent to which these are available to CHOs, however, depends on the initiative of district directors.
Generally, CHVs are provided with a package of medicines and a knapsack to contain them. These medicines include FP commodities such as condoms and pills. CHVs are also given bicycles to facilitate mobility, which also serve as incentives for participating.
Managing supply logistics is challenging for CHOs, as stock outs are routine. Even when requisitions are made well in advance, it takes a long time for supplies to arrive.
A CHO noted:
"The period of requisition of commodities to the period of supply takes between four and five months."
A CHPS coordinator puts it this way:
"Supplies normally arrive when we have run out of drugs and commodities, so we may borrow supplies some from nearby facilities and replace them when we get our supply. We sometimes buy from the pharmacy to keep the [CHPS] compound running."
Procurement and requisition procedures are, however, being streamlined with a new Request Requisition Invoice Voucher (RRIV). In addition, an innovative system utilizing mobile phone technology, specifically SMS alerts, for improving CHO stock management is under testing in some districts. A district director explained:
"Strategies have been put in place to limit stock outs. This district is part of an early warning pilot project where providers are reminded every week to update their stocks using SMS alerts."
CHO motorbike servicing and maintenance schedules are irregular. A district CHPS coordinator said:
"Motorbikes are maintained by the district depending on the intensity of usage."
CHVs' bicycle maintenance remains their responsibility. The original idea of replacing CHVs' bicycles every two years became too expensive.
W o r k e r S e l e c t i o n a n d R e t e n t i o n CHOs are full-time, professional GHS staff trained as nurses, posted to districts from the national level after completing standard pre-service training and orientation from accredited health institutions. After orientation, those expressing interest in posting to CHPS zones are prioritized. Beginning a career in midwifery a year earlier than facility-based colleagues motivates CHOs for CHPS, as well as motivation by household items (kitchen ware, furniture, televisions, radios). When no CHO shows interest for posting in a CHPS zone, district health authorities may post at their discretion. CHOs posted to CHPS zones do not receive additional pay or allowances.
CHVs, who can be either men or women, are recruited by chiefs and elders based on their commitment to community work, perceived as trustworthy with confidential information and capable of working under the supervision of the community health committee and CHO. In addition to these criteria, a certain level of education, for simple calculations and report writing, is increasingly a requirement. Community members play an active role in CHV selection. According to a district CHPS coordinator:
"Volunteers are mostly selected by the communities after the district officials have sensitized and educated the community on the mutual roles and benefits of the CHPS concept."
A regional CHPS Coordinator concurred: Community involvement and participation are key elements of the CHO-CHV working relationship, with communities developing and managing their local health governance system through a health committee overseeing and supporting CHVs. Because of CHPS implementation's perceived complexity, however, community entry and mobilization are often ignored, with CHOs posted to CHPS zones without community members' prior knowledge. A CHO from Bibiana Ahwianso Bekwai district said:
"The planning, orientation, and mobilization of the community to launch CHPS were not well organized …"
As CHCs are increasingly perceived as clinics, communities no longer feel responsible for their support:
"It is the community's responsibility to keep the health compound clean but they don't. My CHC is often overgrown with weeds and I have to plead with the community to clear the weeds." This study's results indicate that the CHPS program is well appreciated by rural communities where it is operational. Communities also acknowledge the program's significant role in making basic health services more accessible.
CHPS has significantly improved health indices but its contribution to increasing FP is limited and seems to have decreased from the original model's initial promise, mainly due to CHPS restructuring, change in priority and focus, with increased a range of services required of CHOs. Similarly, since CHVs' tasks are determined by CHOs, CHVs' focuses also shift from FP to other services. These developments also affect the frequency of CHOs' community-based outreach activities, which means CHVs increasingly work in isolation.
The current CHPS operational plan mandates a population of 1,500 for a CHPS zone instead of the original 5,000, which presents opportunity for reaching more FP clients. The policy also allows CHOs to live within subdistricts and commute for outreach activities, but this may pose a challenge, if adequate logistics do not enable effective outreach, which may have implications for increasing FP service utilization. This necessitates exploring the possibility of increasing CHVs' role in supporting FP.
Lack of regular training for CHOs and CHVs, and ineffective monitoring and supervision, have led to poor FP promotion. Inadequate and erratic commodity supply has deprived many FP clients of needed services. Strengthening the supply chain for timely commodity delivery is needed for effective service delivery.
The study has found strong community involvement in CHV selection and retention, creating effective community participation and ownership for sustaining community-based health worker programs, but the study also found weak motivation for CHVs within communities, which could affect their commitment and efficiency: Effective strategies are required for ensuring sustainable CHV motivation.
This case study concludes that recent CHPS developments have adversely affected primary health service delivery, including FP, with increased CHO workloads at CHCs and resultant reduction in outreach services and home visits weakening the CHO-CHV working relationship, leaving both cadres isolated.
The CHO-CHV dual cadre model should be modified to align with these recent developments. In every CHC a minimum of two CHOs should alternate provision of CHC-based, static clinic services, as well as daily outreach services including FP. The proposed modification should significantly improve the interaction between CHOs and CHVs, thereby creating opportunity for expanding CHVs' capacity for providing community-based FP services (pills and injectables). • Expanding CHOs' roles in providing new contraceptive technologies, including implants.
• Expanding CHVs' roles in providing more contraceptive choices, including pills and injectables.
• TA to GHS for revitalizing the dual cadre CHPS model, accommodating CHC static clinic services and daily outreach services. • TA to GHS for FP service provision including contraceptive implants with CHN and CHV outreach.
• TA to GHS for revising RH/FP Service Standard and Protocols.
• TA to GHS for strengthening CHV training and supervision.
• TA to GHS for designing appropriate strategies for sustaining CHVs.
